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Abstract

The Basic Support for Institutionalizing Child Survival Project commissioned this report in Uganda to
identify research findings to guide BASICS and its partners in developing a comprehensive community-
based strategy to improve care seeking, compliance with treatment, and referral for malaria, acute
respiratory infection, and diarrheal disease. Findings from an analysis of 68 studies revealed a low level
of understanding of the key danger signs for these three ilinesses, which account for 60 percent of all
childhood illnesses treated in Ugandan health units. Traditional medicines are usually the first line of
treatment, followed by pharmaceuticals, and drug vendors supply at least 70 percent of the drugs used at
the community level. The report also reviews the activities of the Ministry of Health and its partners in
Community Integrated Management of Childhood Iliness (C-IMCI) and makes recommendations for an
intervention strategy that builds on these efforts.
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Preface

T he Basic Support for Institutionalizing
Child Survival Project (BASICS II) is a
global child survival project funded by
the United States Agency for International
Development (USAID) with the strategic
objective to “increase use of effective,
improved, and sustainable child health
interventions.” BASICS Il is charged with
achieving the greatest possible country-level
impact on major threats to child health and
providing technical leadership in advancing
the state-of-the-art in policy and programs.
BASICS Il works in partnership with other
USAID projects, donor agencies, ministries,
private voluntary agencies, nongovernmental
organizations, and the private sector to link
resources at the global, regional, and country
levels to ensure the maximum scale of
program efforts.

In Uganda, BASICS Il supports the
Ministry of Health (MOH) to help accelerate
and strengthen the implementation of
Community Integrated Management of
Childhood lliness, including nutrition, within
six districts of Uganda selected as sites of an

IMCI Effectiveness Study. At the same time,
BASICS Il supports national expansion of the
strategy with partner organizations. BASICS Il
also works with the Uganda Expanded
Program on Immunization (UNEPI) to develop
affordable strategies and approaches for
revitalizing and sustaining routine
immunization coverage nationwide.

BASICS Il commissioned the following re-
port to identify research findings that could
guide the project and other partners in devel-
oping a comprehensive community-based in-
tervention strategy to address care seeking,
compliance, and referral for malaria, acute
respiratory infection, and diarrheal disease.
The strategy was to be aligned with the
MOH’s Community IMCI and Home-based
Management of Fever strategies resulting
from Uganda’s commitment to the Abuja Roll
Back Malaria declaration.

In this report, the consultant annotates
appropriate studies, describes relevant re-
search findings, analyzes findings, and pro-
vides suggestions to guide an implementation
strategy.

PREFACE
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Executive Summary

he Uganda program of the Basic

Support for Institutionalizing Child

Survival Project (BASICS II)
commissioned this study to guide the
development of comprehensive intervention
strategies to promote child survival at the
community level in Uganda. The consultant
was asked to review and compile information
on research and work done at the community
level in the previous ten years (published and
unpublished) on care seeking, compliance,
and referral for childhood illness, focusing on
malaria, diarrhea, and acute respiratory
infection. These three diseases account for
about 60 percent of all childhood illnesses
treated in health units in Uganda. The
consultant was also asked to briefly review
the Community Integrated Management of
Childhood lliness (C-IMCI) activities of key
partners and to provide recommendations for
an intervention strategy.

This qualitative assessment involved a lit-
erature review and key informant interviews.
Interviews were conducted with members of
district health teams (DHTSs) from two of the
six “IMCI Effectiveness Study” districts and
officials from the Ministry of Health, the World
Health Organization (WHO), UNICEF, and the
Commercial Marketing Strategies (CMS) and
Delivery of Improved Services for Health
(DISH) projects.

Findings showed that adequate information
exists to guide the design of an intervention
strategy, although there will be a need to carry
out some additional research as part of the in-
terventions. A total of 68 of the reviewed stud-
ies were selected for inclusion in this report.
Forty-eight of the studies were conducted in
Uganda and are included in the analysis.
Twenty additional studies were found to be rel-
evant even though they were conducted out-
side of Uganda and are thus annotated but not
included in the content analysis. Most studies
were cross-sectional descriptive surveys (38)
and qualitative exploratory studies (18). Twelve

were prospective community trials.

Key findings in the literature review asso-
ciated with malaria suggested that although
children’s caretakers recognized malaria as a
major childhood health problem, they did not
easily recognize the key danger signs. Many
caretakers did not distinguish between malaria
and general fever. The majority of caretakers
associated malaria with mosquitoes, but the
actual transmission dynamics were unclear to
them.

Six to nine out of ten caretakers were re-
ported to treat fever/malaria at home. Herbs
and home stocks are the first line of action,
followed by analgesics and finally by use of
antimalarials, usually chloroquine. Only 83
percent of caretakers reported feeding chil-
dren the same amount of food or more during
illness, and only 23 percent gave more food
following an illness episode.

Eighty percent to ninety percent of treat-
ment actions outside the home are taken at
the community level. Over 79 percent of care-
takers used retail shops due to accessibility
and the possibility of credit. AlImost 80 per-
cent of caretakers using chloroquine used it
inappropriately. Noncompliance with chloro-
quine therapy was associated with its bitter-
ness and side effects and with inadequate
counseling by providers. Children with convul-
sions were most often taken to traditional
healers.

The efficacy of insecticide-treated nets
(ITNs) was under review. Prevalence of mos-
quito nets ranged from 0.5 percent to 8 per-
cent, with lower rates in rural areas than in
urban centers. Knowledge of ITNs was low (14
percent), and bednet ownership was perceived
as a luxury for the rich and knowledgeable.
Cost was stated as a barrier to ownership as
well as uncertainty about the safety of treated
nets. Few other preventive actions against
malaria were taken: one study showed that 28
percent of those interviewed used insecticide
sprays. Two projects reported a significant re-

EXECUTIVE SUMMARY
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EXECUTIVE SUMMARY

duction in malaria incidence after interven-
tions to increase use of ITNs. Seventy-one
percent of caretakers reported hearing preven-
tive and curative messages on the radio.

Diarrhea was perceived to be a major
health problem of children. Handwashing
practices had reportedly improved since
1991. However, most water and sanitation in-
dices were very low. Caretakers did not asso-
ciate poor home hygiene with diarrhea, and
72 percent of caretakers inappropriately dis-
posed of children’s excreta, considering it to
be harmless.

Over half of caretakers knew the symp-
toms and signs of diarrhea requiring action.
Fifty-six percent of caretakers chose home
care. Only 8 percent of caretakers reported
giving children more food and fluids during
bouts of diarrhea, although most maintained
breastfeeding. Awareness of oral rehydration
solution (ORS) was high (75 percent to 90
percent), but its use was low (11 percent)
due to poor knowledge of preparation and
lack of access and availability. ORS was
available in health facilities but not readily
available in drug shops.

More than 62 percent of caretakers
sought treatment from drug shops, and inap-
propriate medications were often given. Tradi-
tional healers managed more than 40 percent
of diarrhea cases. While they did encourage
fluid intake and suggested referral if the
child’s condition did not improve, they did not
understand the cause of the disease and did
not prescribe herbs in sufficient quantity and
quality to offset dehydration. Community
health workers were demonstrated to be ef-
fective in conveying clear and simple mes-
sages to households.

Ninety percent of caretakers recognized
acute respiratory infection and took action.
Some communities had developed a classifi-
cation scheme for types of ARI. However, in
other communities only 19 percent of care-
takers understood the key danger signs re-
quiring immediate treatment. Thirty percent
of caretakers used herbs as a first line of
treatment, while 60 percent sought immedi-

ate care from a health unit. Choice of treat-
ment option depended on cost, available
credit, and transportation.

Overall findings show a low level of under-
standing of preventive actions for malaria and
diarrhea and of the key danger signs for all
three illnesses. Key sources of messages
were radio, parents, grandparents, senior
women, traditional healers, and drug shop op-
erators. Traditional medicines were usually
employed as the first line of treatment, fol-
lowed by pharmaceuticals. There was a high
knowledge of between 20 to 30 commonly
used drugs, and many unused drugs were
kept at home. Community drug vendors sup-
plied 70 percent to 80 percent of the drugs
used at the community level. Most practiced
inappropriately, using drugs and injections irra-
tionally and often being influenced by clients’
demands and ability to pay. Preventive health
messages and referral messages were rarely
given. The national drug policies were unclear
to drug vendors and were laxly enforced.
People chose drug shops because of accessi-
bility, availability of drugs, and credit services.
Some negative perceptions of public facilities
existed, including mistrust of injections given
by the public sector, the belief that white tab-
lets are inferior to colored tablets, and expec-
tations of poor communication and counseling
services. The male head of household often
makes decisions about treatment options.

Community health workers and commu-
nity-owned resource persons (CORPS) are
widely used in Uganda but have a high rate of
attrition, possibly because motivation is not
adequately addressed at inception and during
implementation. Field findings were consistent
with this explanation and provide adequate
background for designing intervention options.

The Ministry of Health is in the initial
phases of C-IMCI implementation. Training
materials and guidelines have been devel-
oped, and a supportive policy framework is in
place. C-IMCI early implementation districts
have provided a good baseline for preliminary
work. WHO and UNICEF have provided sub-
stantial support to the introduction of C-IMCI



in Uganda. BASICS Il is helping accelerate C-
IMCI implementation directly in six districts
and nationwide through work with the NGO
community. The MOH has also designed a
strategy for home-based management of fever
that provides guidance for linking malaria and
other C-IMCI interventions. Implementing part-
ners should use partnerships and develop co-
ordination mechanisms at the district level to
strengthen the proposed interventions

Critical steps in the pathway to child sur-
vival are highlighted for interventions. These
include the need to focus on water and sanita-
tion; access to and use of bednets; danger
sign recognition; male involvement in care
seeking and treatment decisions; home care
for ORS preparation; appropriate feeding prac-
tices during illness; compliance with a full
regimen of antimalarial therapy; and the impor-
tance of community drug vendors for first-line
treatment and referral.

This report includes general recommenda-
tions to implementing partners on various C-
IMCI related issues. It is recommended that
implementing partners design a strategy with
intervention option packages that are comple-
mentary and synergistic. Implementers should
engage communities and districts in a cata-
lytic process aimed at building and sustaining
capacity. Organizations working on C-IMCI
projects should emphasize behavior change,
and the NGO community should be involved
in coordination and implementation. The role
of districts should be designed in such a way
that they take leadership of the implementa-
tion process. An intervention package should
focus on the following critical areas:

m  Early findings have demonstrated that
Participatory Rapid Appraisal (PRA) is
effective in promoting “well child” actions,
such as practices associated with clean
water and sanitation and use of bednets.

Recommendation: Emphasize sustained
community capacity building for
understanding child health and taking
appropriate actions through use of the
IMCl-tailored PRA.

An intensive communication strategy
focused at the district level is needed to
strengthen positive family practices.

Recommendations: Focus on recognition
of key danger signs, appropriate home
care, and the importance of early
treatment.

Emphasize interpersonal communication
and practice-based rather than
knowledge-based communication and
behavior change (CBC) efforts through
the CORPs, including the development of
job aides for their use.

The MOH has developed a strategy and
guidelines for home-based management
of fever thatlinks malaria interventions
with the C-IMCI strategy.

Recommendation: Follow the guidelines
developed for the Home-based
Management of Fever Strategy and the
new policies for drug protocols that are in
development.

Partnership with community drug vendors
is pivotal for successful outcome of
household and community health-seeking
practices.

Recommendations: Develop tripartite
partnerships among communities,
community drug vendors, and health
units.

Train community drug vendors in the use
of appropriate antimalarials, antibiotics,
and ORS and in danger signs for referral
to enhance the child survival pathway.

Use district assistant drug inspectors as
focal persons to monitor and oversee drug
vendor activities.

Partnerships between communities and
health facilities need to be explored to
increase use of public-sector IMClI-trained
providers.

Recommendation: Train health facility
staff in community outreach, interpersonal
counseling, and participatory problem-
solving methodologies.

EXECUTIVE SUMMARY
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Insecticide-treated nets need to be widely
marketed and distributed, with
mechanisms in place for their
sustainability.

Recommendation: Promote use of ITNs
through community drug vendors.

Develop public—private partnerships for
net sustainability.

Possible areas of intervention research for
implementing partners could include:

m  Social marketing of ITNs, particularly
among poor communities.

= Motivation and sustainability of CORPs,
particularly through the use of a
behavioral model with multiple incentives.

m  The impact of communication
interventions on behavior change.



Introduction

Section 1

T The Uganda program of the Basic Support for Institutionalizing
Child Survival Project (BASICS Il) commissioned this study to
guide the development of comprehensive intervention strategies to
promote child survival at the community level in Uganda.

The consultant was asked to review and
compile information on research and work
done at the community level in the previous
ten years (published and unpublished) on care
seeking, compliance, and referral for childhood
illnesses, focusing on malaria, diarrhea, and
acute respiratory infection. The consultant was
also asked to briefly review the C-IMCI
activities of key partners and to provide
recommendations for an intervention strategy.
An annotated review of the studies is annexed.

Background

In 1995 Uganda launched Integrated
Management of Childhood llinesses as a
major strategy to address childhood mortality
and morbidity. IMCI is now part of the
country’s essential health care package. The
implementation of the strategy has three
components:

= Improving health workers’ skills in the
management of the common childhood
illnesses.

m Improving the ability of the health system
to support IMCI implementation.

= Improving household and community
practices that affect the health, growth,
and development of children.

Uganda is one of the initial countries to
respond to the Santo Domingo Declaration
(1997) and is now one of the lead countries in
implementing the household and community
component (C-IMCI). The Ugandan Ministry of
health introduced this third component in
1998. It is aimed at promoting key household

and community behaviors that are likely to
have the greatest impact on child care,
survival, growth, and development.

Uganda has a population of about 22.5
million people, 20 percent of whom are age
five or younger. About nine out of ten people
live in rural areas, and 45 percent of the total
population fall below the poverty line. Less
than half have access to formal health
services (MFPED 2000). Malaria, diarrhea,
and acute respiratory infection account for
about 60 percent of all the childhood illnesses
treated in health units (HMIS report, MOH
2000). Malaria is the leading cause of
childhood mortality and morbidity in Uganda,
accounting for 46 percent of illnesses in
children (UDHS 1995).

Uganda is one of the countries that have
signed the Abuja declaration on Roll Back
Malaria in Africa. In 2001 the MOH developed a
strategy for home-based management of fever/
malaria that integrates malaria and C-IMCI
activities into a home-based care approach.

Objectives of the Consultancy
The major objective of the consultancy was to
collect and assess information that is required
for the design of a comprehensive intervention
strategy aimed at improving child survival in
Uganda.

Specifically, this involved:

1) Reviewing studies conducted (mainly) in
Uganda over the past eight to ten years
relating to care seeking, compliance, and
referral at the community level and
preparing a summary report to inform
protocol development.

INTRODUCTION
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2) Assessing (through review of reports) the
factors affecting the availability and use
of insecticide-treated nets (ITNs),
particularly in rural areas of Uganda.

3) Assessing key partners’ activities to
promote care seeking through C-IMCI,
highlighting strengths, weaknesses, gaps,
and possible areas of collaboration.

4) Reviewing existing models for intervention
related to care seeking, treatment,
compliance, referral, feeding/fluids, and
disease prevention that have been tested
in Uganda, particularly focusing on:

* The role of community drug vendors (in
drugstores, shops, and private clinics)
in recommending, explaining, and
selling complete courses of
antimalarial therapy.

» The involvement of community health
workers in the management of diarrhea
with oral rehydration therapy (ORT).

* Home-level treatment of diarrhea with
ORT, other fluids, and appropriate
feeding during child illness.

» CBC to promote prompt care seeking.

* Means of ensuring antimalarial
availability in the community.

5) Developing an outline for designing,
implementing, and monitoring a
comprehensive intervention.

Methodology
The major component of the methodology was
a literature review of various publications: both
published and unpublished research reports,
technical reports, journals, dissertations,
periodicals, activity reports, and working
papers. The review covered literature
produced in the past ten years on malaria,
diarrhea, and acute respiratory infection
among children under the age of five.
Materials were collected from various
sources, including institutions such as the
Institute of Public Health of Makerere
University, UNICEF, WHO, the Child Health
and Development Center, Makerere Institute
of Social Research, GTZ, Makerere Medical
School, and Ministry of Health libraries. Other

sources of information included partners in
health care provision, such as district health
teams, DISH, and Action Aid.

A number of key informant interviews
were conducted with individuals from the
organizations and structures that have
championed the implementation of the IMCI
strategy in Uganda: two of the six IMCI
Effectiveness Study districts, the Ministry of
Health, WHO, UNICEF, CMS and DISH. The
interviews were aimed at seeking the views of
the major C-IMCI partners, particularly on the
challenges, experiences, strengths,
weakness, and gaps of current C-IMCI
activities and on possible areas for
collaboration with BASICS Il and other
implementing partners.

The consultant analyzed the data for
content and themes according to the various
components in his terms of reference. Only
studies conducted in Uganda were included in
the content analysis. Of the studies reviewed
that were conducted outside Uganda, only
those with critical experiences and relevant
findings were selected for documentation.
These studies were not included in the
content analysis presented in the findings
section.

A total of 68 documents from the
literature reviewed are annotated in Annex 1,
including 48 documents on studies conducted
in Uganda. Most studies were cross-sectional
descriptive surveys (38) or exploratory studies
(18). Only twelve were prospective community
trials. The majority of the studies addressed a
cross section of the interests stated in the
terms of reference, such as recognition of
illness, decision making for treatment,
compliance with treatment, and preventive
actions.

The consultant analyzed similar variable
results together and established a median for
a given variable result from the different
studies. An area of interest is reported as
“many studies” if more than nine studies
considered the variable in question; a “number
of studies” if four to nine studies considered it;
and “few studies” if three or fewer considered



the variable. Variable agreement in more than
three-fourths of the studies is referred to as
“most studies” and in more than 50 percent of
the studies as “the majority of studies.” When
there was variable agreement in less than 50
percent of the studies, the varying results are
presented. Studies conducted after 1997 are
categorized as “recent studies,” and those
before 1997 are referred to as “earlier studies.”

Levels of categorization of variable
occurrence were high (more than 69 percent),
good (50 percent to 69 percent), low (30
percent to 49 percent) and poor (less than 29
percent). The study had a limitation of
comparing variables from studies with
different sample sizes (variable power of
studies).

INTRODUCTION
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Summary of Findings

Section 2

T his chapter presents the salient findings and the consultant’s
thematic synthesis of the studies reviewed. Annex 1 contains the
annotated detailed findings of each of the studies.

Health-Seeking Behavior
Recognition of the common childhood
illnesses

Many studies conducted in Uganda show that
caretakers recognize malaria as the major
health problem in their communities.
Equivalent terms for malaria as it is
understood biomedically were reported to be
nonexistent in all the studies reviewed.
However, caretakers have local terms that
describe malaria and generally encompass
most of the signs and symptoms used in
describing clinical malaria.

Caretakers perceived fever as a sign
detected by a rise in body temperature and
differentiated malaria from other definitive
causes of fever, such as measles. In one of
the studies mothers did not recognize malaria
well (sensitivity=37 percent), and 63 percent
of them misclassified sick children with
malaria-positive blood slides as having other
conditions.! This is a critical finding for child
survival programs and has particular
significance for CBC interventions. However, a
number of studies in Uganda that addressed
this issue were concentrated in the central
region (Buganda). In a country with such wide
cultural diversity as Uganda, countrywide
assessment of such perceptions is required.

Most studies indicated that a median of
50 percent (23 percent to 89 percent) of the
respondents associated mosquitoes with
malaria. The percentage was often higher in
studies done in urban centers (71 percent to
89 percent) than those conducted in rural
areas. The actual transmission dynamics of
malaria were reportedly not clearly
understood. Nearly all studies reported such
local explanations of the cause of malaria as

eating raw mangoes, rainy weather, and dirty
water. However, the proportion attributing
malaria to such causes seemed to
progressively diminish with the more recent
studies compared to those done ten years
ago. A good understanding of causality has
implications for the community’s preventive
behavior and practices.

In a critical finding for the pathway to
child survival, a number of studies stated
that danger signs for malaria such as
convulsions were not often linked to malaria
and were commonly thought to be traditional
illnesses. This could have consequences for
child mortality, particularly if prompt,
effective treatment is not sought for cerebral
malaria.

Diarrheal diseases were perceived to be a
major health problem among children in
Uganda in most studies. Caretakers
recognized frequent passage of watery stools,
generalized weakness, and eating and
drinking poorly as symptoms that prompted
them to seek treatment outside the home in
most studies. Folk definitions of diarrhea and
its management were reported based on the
perceived causes, and childhood diarrhea was
attributed to numerous causes. In the majority
of studies, over half of the caretakers
correctly identified most of the risk factors
associated with diarrhea. However, a few
associated diarrhea with cultural and spiritual
issues, while others considered it to be
caused by developmental changes such as
teething, and very few (3.4 percent) did not
know the cause.* Most studies indicated that
children’s excreta were disposed of
inappropriately and were largely regarded as
harmless.

SUMMARY OF FINDINGS

(3]
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A number of recent findings documented
high levels of knowledge of the relationship
between poor excreta disposal, handwashing,
home environmental hygiene, and diarrheal
diseases. However, they also reported poor
hygienic practices, including those not
requiring financial expenditure, such as
cleaning the environment around homesteads.
This finding suggests that the current health
message strategy may be more knowledge-
than practice-based. Further research on the
knowledge-practice gap is recommended.

Acute respiratory infection was
recognized as one of the major childhood
illnesses. Communities had a well-developed
classification system based on a combination
of signs and symptoms, which included
severity of presentation, body part affected,
and duration of episode in a number of
studies. The perception of ARI transmission
seemed to correlate well with the medically
known modes of transmission. Only 19
percent of caretakers were able to recognize
at least one danger sign of severe ARI.2 This
was even lower than the Ministry of Health
standard of knowledge of at least two danger
signs.

A number of studies reported that high
fever (65 percent) and a child becoming
“sicker” (63.9 percent) were the most common
reasons for taking a child for medical care.
There was poor knowledge about the critical
symptoms for seeking care: blood in stool (3
percent), repeated watery diarrhea (5.7
percent), and repeated vomiting (6.4 percent).
Convulsions (8.8 percent) were among the
least reported signs prompting caretakers to
seek care outside the home.?

Implications for implementing partners

m  Caretakers in high malaria-endemic areas
should be taught to suspect malaria in
every case of febrile illness.

m  Recognition of key danger signs is a
critical step in the pathway to survival.
Implementing partners should consider
this recognition among the top priorities
for message development.

= The term malaria and its cause are not
universally understood. Appropriate CBC
should be adopted in the implementing
partner’s districts.

Decision making

A number of studies indicated that
caretakers easily recognize fever and other
behavior changes (inactivity, loss of appetite,
general malaise) in children as signs of
illness requiring treatment or remedial action.
Mothers were highly responsible (79 percent)
for all the initial decisions and remedial
actions for management of childhood
diseases.? A number of studies also reported
that decision making was influenced by
perception of cause, previous experience,
severity of the illness, and perceived
consequences of the outcomes of action or
non-action. Most studies reported that the
time from recognition of illness to making a
decision was also influenced by the
household resource base, and particularly
the availability of funds and drugs in the
home at the time of illness. Parents,
grandparents, senior females, traditional
healers, and drug vendors were reported to
play a major role as sources of knowledge
and to greatly influence household
management of childhood illnesses in a
number of studies.

Male spouse decisions were ultimate
(mean 42 hrs from onset of iliness), most
likely associated with positive health-seeking
behavior, and commonly had financial
implications.* These findings, clearly
demonstrated in a study done in the Kiyeyi
Primary Health Care Project area, showed
that in the intervention group, males spouses
played a bigger role in the decision to take
children outside the home for care. Members
of the intervention group were also more likely
to recognize the danger signs of ARI, such as
fast breathing and chest in-drawing. The
proportion seeking urgent attention for these
symptoms was 64.8 percent in the
intervention group and 24.4 percent in the
control group.?



Implications for implementing partners

m  Successful health-seeking behavior
interventions must incorporate strategies
that involve the male spouse.

Treatment actions and compliance
Most studies documented that 80 percent to
90 percent of all treatment actions for
childhood illnesses in Uganda were taken at
the community level and 70 percent to 80
percent involved modern drugs. A number of
studies revealed a hierarchical trend of
treatment for childhood illnesses in Uganda.
Home remedies were reported to be the first
line of action, usually sought within the first
six hours. Home treatment is followed by
drugs and advice from community drug
vendors within 18 to 24 hours and finally by
care sought at a formal health unit by the end
of 72 hours if the illness persists.

All studies were in agreement that when
children are perceived to have malaria,
communities usually apply supportive
treatment and use home drug stocks. Local
herbs were often administered simultaneously,
usually within the first six hours of recognition
of iliness. Analgesics and chloroquine were
administered within the first 12 and 36 hours
of recognition of illness, respectively, and
were obtained from sources within a 0.5 km to
1.5 km radius, mainly from ordinary shops.*

Most studies reported very high levels of
ORS knowledge (70 percent to 90 percent,
median 75 percent), although most perceived
it as medicine. Only 15 percent knew how to
prepare the ORS mix correctly and an even
lower proportion knew how to prepare salt
sugar solutions (SSS). About 80 percent of
the caretakers were reported to have fed their
children less than usual during illness
episodes in a number of studies. Some fluids
were encouraged, such as tea, porridge, and
SSS, but they were given in inadequate
amounts. Others avoided giving milk, millet,
and banana juice.®®> ORS was not readily
available at the community level.

Most of the literature suggested that
families in Uganda keep drugs in their homes.

These drugs are either western or traditional,
and most are leftover from previous illnesses.
Traditional medicine is a major component in
health care, but many prefer pharmaceuticals.
About 80 percent of the population were able
to obtain all their perceived drug requirements
from community drug vendors (shops, drug
shops, and private clinics).?® Most studies
reported poor compliance with treatment. This
was largely reported to be as a result of drug
side effects, patient recovery, inadequate
counseling, and procurement of partial doses.
A literature review of malaria treatment in
Uganda was conducted in February 2001 by
D.W. Batega for the CMS Project in Uganda.

Implications for implementing partners

m  CBC strategies should focus on educating
consumers about appropriate malaria
treatment.

m  Counseling and messages should
emphasize appropriate feeding practices
during illness.

= Where ORS is available, counseling is
needed on its proper preparation and use.

m  Strategies for promoting compliance with
full treatment need to be developed and
tested.

Interventions

Community drug vendors

Most studies indicated that community drug
vendors supply about 75 percent of the
western drugs used at the community level in
Uganda. Most drugs were obtained from
shops (42 percent) and drug shops (32
percent), both licensed and unlicensed. Both
had a wide range of drugs, including those
they were not supposed to stock. A few
studies documented that national drug
policies were unclear to community drug
vendors and were laxly enforced.

A number of studies reported that
advantages offered by community drug
vendors included convenience, proximity to
households, easier credit facilities, and fewer
restrictions on drug quantities, compared to
public health facilities. While these
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advantages ensured prompt treatment, quality
of services was often questionable. It was
reported that the majority of drug vendors
handled drug supplies inappropriately and
were likely to be dispensing ineffective drugs.

Studies showed that communities
considered colored drugs from drug vendors
more effective than the white tablets (generic)
obtained from the public sector.® Most
studies indicated that caretakers knew that
drug vending personnel are usually less
knowledgeable than those in public health
units.

A number of studies highlighted a big
knowledge—practice gap. Prescribing patterns
were more likely to follow patient demands
and expectations and profit motive rather than
professional principles. Most drug vendors
misused antibiotics, practiced polypharmacy
(prescription of multiple pharmaceuticals), did
not given clear instructions about the
dispensed drugs, and almost never gave
preventive health education messages. It was
also documented that most drug shop
personnel were not qualified to dispense
drugs.

A few small-scale intervention studies
were carried out in Uganda. All of them
demonstrated that prescribing patterns
improved significantly with training,
supervision, and use of job aids, as was
demonstrated in the Bungoma study.

Implications for implementing partners

= Community drug vendors occupy a
strategic position in the community. This
important resource must be utilized to
achieve C-IMCI objectives.

m  Recognition of danger signs and
appreciation of the timing of appropriate
referral by community drug vendors is a
critical gap in the pathway to child
survival that can be addressed through
training and CBC.

= Information, education, and communi-
cation (IEC) about drug policies and
rational prescription is of paramount
importance.

m  Both licensed and unlicensed drug
vendors should be part of the intervention
strategy.

= Mechanisms for licensing currently
unlicensed drug vendors should be
considered and supported.

m  Peer support models for working with
drug vendors should be explored and
tested.

= Training materials and jobs aids from the
Bungoma study could be adapted to the
Ugandan context and tested for
effectiveness.

Insecticide-treated nets

Nine study reports particularly focused on the
use of insecticide-treated nets (ITNs). Of
these, only four were carried out in Uganda.
Final reports of two big intervention studies
(Kabarole and Mubende, executed by GTZ
and Action Aid, respectively) were not readily
available. Instead, excerpts were taken from
presentations given at meetings. The other
two descriptive studies clearly highlighted the
status quo of ITNs in Uganda. A number of
other health-seeking behavior studies also
addressed ITNs to varying extents. NetMark
is finalizing a baseline survey of ITN
knowledge, beliefs, ownership, treatment, and
use in Uganda conducted in November 2000
based on a sample size of 1000 households
from five sites.

All studies were in agreement about the
efficacy of treated bednets and their particular
importance in community protection as well
as the mechanical protection they offer to the
individuals using them.

Most studies in Uganda document a very
low level of mosquito net use, ranging from
0.5 percent to 8 percent. The prevalence was
reported to be lower in rural areas than in
urban areas. However, only about 30 percent
in a number of studies were reported to use
bednets consistently, and a small proportion
of those nets were treated.

A NetMark exploratory study showed
general cultural acceptability and a wide
unmet demand for ITNs in Uganda.®® The



major barriers to ownership of nets were
largely lack of availability, low levels of
awareness of their significance, safety
concerns, and—maost important—cost,
particularly in rural areas. In the same
study, it was also noted that ITNs were
associated with affluence, luxury, and social
status.

Experiences from Kenya and Tanzania
documented the success of aggressive social
marketing that made ITNs more readily
accepted in the intervention areas, with a 70
percent compliance rate. However, this level
of compliance was possible only when nets
were distributed and retreated free. When
costs were introduced, compliance rates fell
markedly.

A number of unpublished activity reports of
district and NGO programs in Uganda indicated
that an attempt to introduce subsidies
eventually did not benefit the target population.
Most nets were repatriated back to urban
centers, where they were sold at market prices.

Key areas that require further research
are the social marketing dynamics,
addressing reliable sources of ITNs
(especially for rural areas), cost-recovery
schemes, sustainability of interventions, and
private-public sector collaboration.
Observations of the role of ITNs in providing
the greatest protection to children younger
than one year (causing greater reductions in
under-one mortality than in under-five
mortality) documented elsewhere need to be
closely monitored in Uganda with wide use of
ITNs because of the variable endemicity
levels countrywide.* The consultant found no
study that addressed this question in
Uganda.

The demonstrated impact of ITNs on all
case mortality and community acceptance of
bednet use has positive implications for child
survival programs. Realizing the potential
benefits of ITNs, however, will require an
aggressive social marketing strategy involving
many actors to make the approach affordable
and sustainable. A good private—public
partnership is essential for success.

Implications for implementing partners
m A strategy that promotes the involvement
of the private sector in the production,
marketing, and distribution of ITNs is a
requisite for success.
m  Cost recovery is paramount for bednet
program sustainability. Best practice
models targeting low-income
communities, such as use of intrinsic
community credit schemes, could be
considered.
= An intensive communication campaign
should be developed to promote bednet
use, helping consumers overcome
perceived barriers currently limiting their
use. The campaign should involve key
community members, such as shop
owners and community-owned resource
persons (CORPs).
m  Further research in social marketing of
bednets is needed on the following topics:
» Consumer preferences
» Best practices of credit lines
» Distribution mechanisms
» Incentives for supplier involvement,
public-private partnerships

» Optimal affordable costs

» Best practices for low-income
communities/households to benefit
optimally from subsidies.

Other interventions

No credible studies addressed the use of
community health workers/CORPs,
community anti-malaria therapy strategies, or
IEC for C-IMCI in Uganda. What were
available were excerpts of MOH, NGO, and
district reports, and some very small

studies.

Community health workers (CHWS) have
been used since the inception of the primary
health care strategy in Uganda. A number of
vertical programs from the Ministry of Health,
district programs, community-based
organizations, and NGOs recruited many
CHWSs countrywide. There are many CHWS in
Uganda who belong or have belonged to the
various health programs.
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Most reports seemed to agree that CHWs
were enthusiastic at the beginning of the
programs and came with a lot of expectations.
However, over time their attrition rate often
hurt the programs, because their
expectations, incentives, and motivations
were not properly addressed. Reports further
mentioned that when a project winds down,
CHWSs’ activities also almost consistently
diminish, largely due to of lack of logistical
support. Further research particularly focusing
on the sustainability of CHWs and their
incentives and motivation is highly
recommended. A number of schemes have
been suggested, including behavioral models
that address multiple incentives, such as
public recognition, regular follow-up and
support, and linkage and supervision from
sustainable structures. All these areas should
be explored.

There was limited experience or
documented studies of community
antimalarial distribution. An ongoing study
supported by WHO addresses the
prepackaging of antimalarials in Mpigi,
Masaka, and Mubende districts. The Ministry
of Health, in collaboration with WHO and
UNICEF, is planning to implement a home
management of fever strategy that aims to
put mechanisms in place for making
prepackaged antimalarials available at the
community level. If successful, this would be
a major child survival breakthrough. Studies to
monitor antimalarial drug resistance patterns
are of paramount importance.

No documentation of credible studies
addressed communication for behavior
change targeting the common childhood
illnesses in Uganda. However, the HIV/AIDS
CBC campaigns of the late eighties and
nineties have registered considerable success
in Uganda.

Implications for implementing partners

m  Research is needed to increase CORPS’
motivation and retention over time, for
both those involved in IEC and those
involved in antimalarial distribution.

m  Experience and lessons learned from
Uganda’s HIV/AIDS CBC and behavior
change campaigns should be considered
when designing C-IMCI strategies.

Overall Implications for

Implementing Partners

m  Though most of the studies found in the
literature search were small and district-
based, the consistency of the majority of
the findings provides adequate
background for designing intervention
options for Community IMCI.

= Most of the C-IMCI behavioral practices
have been documented, so it may not
necessary to repeat a large study to
address these practices. However,
intervention baselines should be
established. This recommendation has been
exemplified by the similarity of the findings
of the Kiboga and Mukono IMCI baselines.

= Community drug vendors occupy a critical
position in the community and play a major
role in the drug distribution process. They
are an important community resource that
implementing partners should utilize to
achieve C-IMCI objectives.

m  Further research is recommended on
several topics. Partners can work with
universities (by offering study grants to
students, for example) to design studies
nested within the intervention project that
can provide answers to some of the
following research topics:

* A detailed understanding of the
knowledge-practice gap of the key
C-IMCI behaviors

» The impact of IEC strategy options in
promoting C-IMCI

» Social marketing strategies for
insecticide-treated materials, with
particular focus on persons in
low-income communities

» Intervention options for adequately
targeting male spouse involvement in
care seeking and treatment options

* Motivation and sustainability of
CORPs, particularly in regard to the
use of a behavioral model.



Section 3

Involvement of Development Partners in C-IMCI

I mplementation of C-IMCI in Uganda is still in the initial stages. It is
probably too early to glean substantial practical lessons from this
early experience. Instead, major potential partners in the implemen-
tation of C-IMCI in Uganda were identified and their current activities
and future plans were reviewed to establish key development partners,
areas of possible collaboration, and unmet needs.

Six of the identified partners were selected,
and representatives from those organizations
were interviewed. These included:

Ministry of Health (MOH)

World Health Organization (WHO)

United Nations Children’s Fund (UNICEF)
Delivery of Improved Health Services
(DISH)

Commercial Marketing Strategies (CMS)
Masindi and Kiboga districts

Ministry of Health
The Ministry of Health is the mandated lead
authority for IMCI activities in Uganda. It has
championed the evolution of the IMCI strategy
in Uganda and has registered considerable
successes. Most of the C-IMCI activities are
still in their infancy countrywide. The MOH
program is mostly in the preparatory, pilot,
and resource mobilization phases of
implementation. Emphasis has been on
obtaining baseline indices and establishing a
community best practices models that could
be replicated if found successful and feasible.

In 1999, the Kiboga District C-IMCI
component was established with the
collaboration of UNICEF. It emphasized two
main components—a community PRA
process and communication for behavior
change emphasizing interpersonal
communication.

The MOH, in collaboration with
development partners such as UNICEF and
WHO, developed training materials and

guidelines for the implementation of the C-
IMCI component. However, the training
materials and guidelines have not been mass-
produced, and their circulation is limited. This
has greatly affected the development of the
best practice community model. It would be
difficult to implement CBC without materials.

A supportive policy framework for the
IMCI strategy has been established and is
clearly documented in the National Health
Policy and also included in the five-year
National Health Strategic Plan. IMCl is a
component of Uganda’s minimum health
package. The IMCI section in the MOH has
continued its consensus-building efforts and
advocacy. A number of partners have been
identified, and liaison networks are being
developed with some considerable success.
However, a few still view IMCI as a competing
section that duplicates their own roles. This is
likely to change with time.

The Home-based Management of Fever
Strategy has been fully developed in a
participatory manner. The strategy document
has been prepared, and the MOH is mobilizing
resources to implement it. In addition, the
government is planning schemes to address
incentives and motivational issues for
community health workers/CORPs.

Achievements
m  C-IMCI training materials and guidelines
developed

Supportive policy framework in place
High level of political will
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m  Best practice model of established in
Kiboga District

=  IMCI training of trainers carried out in
Kiboga District

= Many persons oriented, sensitized, and
trained in IMCI

m  Baseline studies carried out in Kiboga and
Mukono districts

m  Participation in the IMCI Multi-Country
Effectiveness Study established

= Community PRA methodologies tested
and applied

= Good coordination between IMCI and line
departments (e.g., Malaria Control Unit)
established

= Malaria Home-based Management of
Fever Strategy developed

= Components 1 (facility staff skills training)
and 2 (systems support) of the IMCI
strategy being implemented in most
districts

Challenges

=  Most efforts appear to have been spent
on planning at the central level at the
expense of community implementation.

m  Training materials have not yet been
mass-produced. Available copies were in
limited circulation even to those who were
carrying out training.

= The IMCI section seemed understaffed.
Government funding to C-IMCI activities
was limited (commitment appeared not
yet tangible).

Despite a few shortcomings, it must be
recognized that C-IMCI activities in Uganda
are taking a global lead in establishing an
implementation framework and are generally
on track toward achieving the goal of
improving child survival in Uganda. Every
effort and goodwill must be invested in this
process for the success of this program,
particularly focusing on service delivery.

Districts
Two of the six IMCI Effectiveness Study
districts—Masindi and Kiboba—were visited.

The 1997 Local Government Act mandates
districts to implement health programs either
in liaison with or through local government or
administrative authorities. These legislative
provisions make districts a strategic entry
point into communities.

Masindi District

The district is receiving C-IMCI support from
the BASCIS Il program. The activities have
only recently been introduced. District and
sub-county-level leaders, NGOs, and staff
have been sensitized on C-IMCI. The major
target groups for the training activities were
councilors, various health workers, religious
leaders, various NGOs, and opinion leaders,
such as TBAs. This participatory process had
covered five subcounties in the district out of
the 14, which represents about 40 percent
coverage of the district’s population.

The district had experienced a spirit of
team building during the sensitization
sessions. The inclusion of people from other
departments, such as welfare and agriculture,
improved intersectoral collaboration and
networking among and across various
departments. The community aspects of
various activities have been augmented.

Although the district had done some work
at the community level in other program
areas, it lacked a clear malaria control
strategy. The District Council had
implemented ad hoc bednet programs, and
about 2,000 subsidized nets had been sold.
However, most were bought by urban
residents and by traders who later resold them
at market rates elsewhere. There was a
reported unmet demand for nets among the
population, and the nets were in short supply.

The district had trained about 300 CHWSs:
one per village in about 50 percent of the
district. These workers could potentially be part
of IMCI implementation. They were paid a
bicycle allowance from a Poverty Alleviation
Fund grant; however, this payment was
reported to be irregular. The CHWSs carry out
home visits and at the same time double as
resource persons for many other programs.



Although CHWs have been trained and oriented
in various health care delivery modules, they
do not have a clear relationship with the formal
health system. Therefore, they may eventually
lack motivation and could easily become
ineffective. Reaching households remains a
tremendous challenge. Community health
workers were not sustainably integrated due to
strategic, logistical, and financial constraints.
This makes interpersonal health education at
the household level unsustainable and rather
project-driven. The MOH was working out a
mechanism for making CHW a salaried
position. To do so, it will need to reestablish the
health extension system that prevailed in the
1960s.

The district enjoyed support from a
number of programs, such as DISH, Action
Aid, and UNICEF. There was also good
political will toward various health programs.
The politicians were reported to be
benevolent, interested in, and enlightened
about health programs. The total percentage
expenditure on health was 10 percent to 20
percent of the district’s local revenue.

At the community level, IMCI faced a
number of threats. They include the various
parallel programs, most of which were not well
coordinated and appeared to be competing,
including some that did not complement each
other well. NGOs need forums at the district
level to enable them to harmonize their
policies and activities. Considering that NGOs
in the country are not well coordinated, this is
likely to be a challenge and will require careful
planning. Recommendations of the New
Partnership for Participatory Action in J.
Bakirya’s 2001 BASICS C-IMCI report should
be considered. There also appeared a lack of
clear strategies for sustaining these programs
once NGO or donor support is phased out.

Kiboga District

Kiboga was the first district to implement C-
IMCI in Uganda, beginning in 1999. The
district was perceived as a model district for
C-IMCI in Uganda, particularly in community
mobilization.

The activities were implemented as
prescribed in the Uganda MOH standard
guidelines for C-IMCI. They began with entry
at the district level, a baseline study, and sub-
county orientations, followed by parish
sensitization and training. UNICEF supported
the initial activities in three subcounties, and
then the MOH and WHO took them over,
adding two more. Recently BASICS Il has
added another three, for a total of eight out of
14 subcounties in the district with some C-
IMCI activities underway. The PRA process
has reportedly reached the village level in the
first five subcounties. Parish-level PRAs were
planned in the other three (BASICS II-
supported) subcounties.

Part of the PRA community activities
involve community visits and working out
priorities with community members using
resource mapping, transect walks, gender
analysis, a disease matrix, and other
participatory methods. This has yielded
substantial community outreach, particularly
among mothers.

This highly participatory process is
reported to have re-energized the community.
PRA proved to be a very good tool for
collecting information and encouraging
community ownership of programs, leading
directly to immediate action. Some
communities reported an increase in latrine
coverage of about 50 percent. Models such
as grouping households, either in pairs or
groups of five or ten, for self-critique and
group support were found very useful if
sustained.

The district health team interpreted the
initial phases of UNICEF activities as if they
were a study and were meant to be done as
prescribed without much interference from the
district. As a result, the DHT appeared to
have interpreted the entire C-IMCI program as
an MOH project. This misperception was
exacerbated by the overreliance on the focal
person. The other members of the DHT
interviewed, particularly the acting district
director of health services and the district
nursing officer, who are the hub of district
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health activities, had not been apprised of the
activities. They felt that the DHT should be
more involved, particularly in monitoring
activities. However, it was also noted that
they were new office bearers. DHT members
also mentioned the lack of recent supportive
supervision from the ministry. The focal
person often goes to Kampala to collect
logistical supplies and advice. Most often
tools (training materials) were promised and
never delivered, even though DHT members
were told to continue the PRA process.

As in Masindi, little has been achieved in
malaria control in Kiboga. Some preventive
measures may have improved as a result of the
PRAs. Insecticide-treated nets (ITNs) have been
widely discussed during the PRAs but are not
available, largely due to marketing, distribution,
and organizational problems. For example,
although trainers recommend ITNs to
communities, they do not even have a net to use
for demonstrations. In addition, there seemed no
clear mechanism for remunerating and motivating
CORPs; hence, a high attrition rate was
considered a real threat to sustained success.

The experience that has so far been
realized in Kiboga indicates that the PRA
methodology is a very useful tool for initiating
a behavior change process. However, it must
be realized that this is a gradual process, and
attempts to move it too quickly will undermine
results.

Implications for implementing partners

m  Strategies to promote coordination of all
players at the district level, including
NGOs, should be implemented.

m  Partners should support integrated
planning so that C-IMCI is not viewed as
a project but as an integral part of the
district health services.

m  Partnerships between the community and
the health facility need to be explored to
increase use of public sector IMClI-trained
providers. Workers in the health facility
could be trained in community outreach,
interpersonal counseling, and partici-
patory problem-solving methodologies.

m  Strategies to motivate and retain CORPS
should be developed and tested.

m  Mechanisms for improving local
ownership and developing other avenues
of funding should be explored to promote
the sustainability of interventions.

= |EC materials, tools, and documents
should be made widely available to
district and NGO partners.

= Mechanisms for strengthening the capacity
of districts to reach households in a
participatory manner should be developed.

m  |ITNs should be made widely available in
the district.

m A district system for supervision and
monitoring of community-level activities
should be developed.

UN Agencies (WHO and
UNICEF)

UN agencies have taken the lead in
supporting the introduction of C-IMCI in
Uganda. UNICEF took the initial lead in
implementation, and WHO assumed
responsibility for technical material
development. These agencies have played an
active role in the advocacy programs,
supported baseline studies, and developed
pilot models. They also provided leadership in
the development of training guidelines, which
has been highly participatory.

UNICEF was reported to be mass-
producing training materials. This process
seems to have taken rather long. UNICEF has
modified its approach in its next five-year
country program to concentrate in only 26
districts and on a few subcounties in each
district, facilitating a closer regional
supervision strategy (a few districts under
each UNICEF officer) and ensuring
consolidation of the impact of interventions.
Three of the six IMCI Effectiveness Study
districts (Ntungamo, Masaka, and Kiboga) will
be included in the UNICEF program.

Other Programs
The Delivery of Improved Health Services
Project was identified as a case study to



represent other programs/partners
participating in C-IMCI. DISH began work in
Uganda in 1994 but had only recently
introduced child health programs. Its major
emphasis has been on reproductive health.
DISH has focused on strengthening IMCI
components 1 and 2 and has developed a
strategy to embark on C-IMCI during the next
18 months in two districts (Kamuli and
Mbarara). The planned activities, focusing on
community PRA and the Home-based
Management of Fever Strategy, were still at
the proposal stage. Networking activities,
particularly with WHO, were being carried out
as part of proposal development. DISH
appeared to have limited experience in C-IMCI
activities but had considerable experience in
IEC, particularly in reproductive health. The
Ministry of Health was in the process of
forging an active partnership with DISH in the
area of communication for behavior change.
Partners could easily tap into this potential
resource.

Other projects, such as Commercial
Marketing Strategies, were reviewed. CMS
has considerable leverage in social
marketing of health services. It is marketing
pretreated bednets that seem promising in
Uganda. Studies are underway to determine
their safety and efficacy over time.
Communities were reported to have observed
that these nets did not kill mosquitoes
instantly, as portrayed in IEC messages and
materials.

Strengths, Weaknesses, Gaps,
and Areas of Collaboration
SWG analysis

Table 1 on the following page shows an
analysis of the strengths, weakness, and
gaps (SWG) of the key partners in C-IMCI
and identifies possible areas of colla-
boration for the success of a child survival
project.

Emerging issues
m At the time of this review, a clear direction
for moving from preparation to scaling up

implementation among partners was
lacking, particularly regarding the size of
IMCI package to implement. Planning has
taken a considerable amount of time.

m  Adequate background and a policy
framework to support C-IMCI imple-
mentation exists.

= No clear consensus has emerged on the
way forward regarding an implementation
strategy for ITNs.

= Initiation and follow up of C-IMCI to
districts has not been comprehensive
because no adequate supervision system
is in place. This may affect progress at
the community level.

= |MCI indicators did not seem to be
harmonized within the ministry.

Implications for implementing

partners

m  Caution should be taken in initiating the
C-IMCI component so that it is viewed
as a catalytic process rather than a
project.

m A realistic and manageable project based
on selective C-IMCI interventions should
be designed, using a phased approach
and adaptive planning. Every effort must
be made to enable organizations to keep
their promises in communities.

m  Critical and complementary packages
should be implemented either
simultaneously or in phases. Interventions
addressing community mobilization,
community drug vendors, communication
for behavior change, home-based
management of fever, and capacity
building are prerequisites for a successful
effort to improve child survival.

= Methods should be designed for
strengthening the supervision of
community-level activities. For example,
a contract could be given to a competent
NGO to develop a supportive supervision
strategy and to introduce C-IMCI
activities to districts. The focus and
emphasis should be on building capacity
within districts and subdistricts.
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Table 1. Analysis of Strengths, Weakness, Gaps, and Areas of

Collaboration in C-IMCI in Uganda

Strengths The concept addresses the key concerns of childhood illnesses.

Training materials and guidelines have been developed.

Government is planning incentives and motivation schemes for CHWs/CORPs.

The MOH has very well trained officers in C-IMCI.

Decentralization offers a very good entry point.

Many studies have been done, and most information needed for planning is

available.

A policy supportive of C-IMCl is in place.

The PRA process is a very good community mobilization tool.

There is a high level of interest among partners.

Kiboga has offered a good learning experience as a model district.

Some districts have parish development committee.

There is good national level capacity and good potential at lower levels.

= An NGO coordination mechanism is taking root; BASICS Il is taking the lead at
the national level.

= NGOs have capacity, are well entrenched in communities, and can be good
implementers.

= Political will is strong.

Weaknesses = Alot of time has been spent on the preparatory phases. It was less clear how the
move from preparation to full implementation could be made efficiently.

= The IMCI MOH division is understaffed.

m  There appears to be no structure for supervision of community programs in the

ministry, particularly at lower levels.

Training and advocacy materials have not been mass-produced and circulated.

There is limited capacity at the district level, though there is a lot of potential.

IMCI indicators did not seem to be harmonized.

Health workers need orientation and training in community health approaches.

Districts appear to have viewed IMCI as a project, rather than a catalytic program

for child survival, and therefore expected additional funding.

= Districts do not seem to be receiving adequate supervision, particularly for
community-level activities.

= The introduction process and the overreliance on focal persons appear to have
resulted in districts not owning the C-IMCI component.

= Donors have unrealistic expectation of quick results.

Gaps = More advocacy is required at all levels.

= Critical steps must be fulfilled, e.qg., sufficient time for introduction at all levels,
materials must be available before the PRA process begins.

= |[EC does not seem to be well coordinated with the current IMCI strategy.
(Experiences should be borrowed from HIV/AIDS campaigns.)

Areas for = Building on what is available: Home-based Management of Fever Strategy, PRA

collaboration strategy, training tools and materials, local governance structures, health
subdistricts, PDC where they exist

= Networking and information exchange among stakeholders and partners

= Involving districts as partners with a view of owning the program

= Using NGOs with comparative advantage to implement some of the activities,
e.g., CBC, introduction of C-IMCI, supportive supervision, capacity building at
district and subcounty levels, social marketing of nets

= Harmonizing IMCl indicators

= Further advocacy for government to commit material support for IMCI

= Exploiting the advantages of the private sector in social marketing schemes




Ample time should be allowed for
implementing the strategy—preferably 36
to 60 months—because behavior change
is usually a slow process.

Implementing partners should pursue
networking efforts with C-IMCI partners.
PRA should not be viewed as an end in

itself but rather should be supplemented
with PLA (participatory learning and
action) for sustained community capacity
building. Implementing partners should
focus on conceptual frameworks and
avoid lengthy debates on semantics.
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Section 4

Recommendations for an Intervention Strategy

Strategies should be simple, manageable, and realistic, but
comprehensive. To achieve this goal, related and complementary
activities should be implemented intensely in the same geographical
areas. Partner involvement should be ensured from the beginning.

In implementing this strategy, the partners
must be prepared to address the tradeoff

between intensity of activities and

geographical coverage. Another important

issue to address is the choice between
integrating activities within the district

health plans, with a risk of slow rates of

implementation, and a more intensive
approach, which might reinforce the

impression that the strategy is a “project”

and reduce local ownership.

Complementary Intervention

Options

The following areas are packaged as

different intervention options, but they are

complementary activities, and all are

prerequisites for a major impact on child

survival. The activities for different

intervention options should be implemented

either simultaneously or in phases,

depending on the prevailing circumstances,
in ways that exploit their potential synergistic
contributions to the goal of improving child

survival.

= Community mobilization through a PRA

process

Communication and behavior change

Home-based management of fever
Partnerships with community drug
vendors

m  Partnerships between communities and

health facilities

= Marketing and distributing insecticide-

treated nets

Recommendations

Community mobilization through PRA
The PRA process could be tailored to focus
on C-IMCI behaviors and used to collect
baseline information, plan intervention
activities, build capacity at the community
level, and ensure participatory monitoring of
results. Recommendations for using the
process to mobilize communities are to:

Target households.

Further explore the models of community/

household/group support.

m  Select CORPs carefully and encourage
community members who have good
track records with other programs to
participate.

m  Plan motivation of CORPs carefully and
consider use of multiple incentives.

m  Use the existing structures:

« Use PDC as the entry point, where
they exist, and identify other entry
points where necessary.

» Help local government councils and
executives assume ownership of the
program and encourage them to make
budgetary contributions.

» Link CORPS to the health subdistricts
and involve them in the initial planning
of interventions.

m  Emphasize district capacity for
supervision and monitoring.

Communication and behavior change
An intensive communication strategy is
needed to encourage and support behavior
change. This strategy should:

RECOMMENDATIONS FOR AN INTERVENTION PROTOCOL STRATEGY
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= Learn from the experiences of the
successful HIV/AIDS control program in
Uganda.

= Build the capacity of and support local
agencies to carry out CBC activities.

m  Emphasize strategies for improving
practices rather than knowledge.

m  Emphasize interpersonal communication,
especially through CORPs.

= Encourage male spouse involvement in
changing health-seeking behaviors.

Home-based management of fever
Strategic considerations are well developed in
the Ministry of Health’s draft Home-based
Management of Fever Strategy document,
which was discussed at a stakeholders
meeting in May 2001. Guidelines from the
final document should be used in developing
program interventions.

Partnerships with community drug
vendors

Partnership with community drug vendors is
pivotal for the success of household and
community health-seeking behavior.
Recommendations for developing such
partnerships are to:

= Obtain baseline information, including
information about vendors’ inventories and
profiles, using rapid assessment
techniques in project districts.

m  Consider both licensed and unlicensed
community drug vendors, and support
possibilities for licensing the latter.

m  Establish mechanisms for training the
drug vendors according to need. Training
should focus on rational drug use and
knowledge of drug policies.

= Provide appropriate training materials and
job aids.

m  Develop mechanisms for supportive
supervision, including using some of the
drug vendors in this process.

m  Enlist the district assistant inspectors of
drugs as focal persons for community
drug vendor activities.

m  Establish tripartite partnerships among
communities, community drug vendors,
and health units.

Partnerships between communities
and health facilities

Uganda has trained a significant number of
health practitioners in IMCI, yet use of
facilities remains low. Community perceptions
about the quality of care and counseling
received at some facilities were documented
to be less than optimal. Quality of care may
be good in the technical sense, as defined by
the WHO strategy, but community definitions
of quality are equally important. Partnerships
between communities and health facilities
should be strengthened. The following
strategies could be employed:

=  Train health facility staff in community
outreach, interpersonal counseling, and
participatory problem-solving
methodologies.

= Strengthen the role of community
management committees.

= Involve health facility staff in community
dialogue to discuss the results of the
PRA and devise appropriate solutions.

Marketing and distributing
insecticide-treated nets

Mechanisms for the sustainability of ITNs
should be central in the conceptual framework
for their marketing and distribution. The
following strategies are recommended:

Do not distribute nets free of charge.
Help the private sector take an active role
in marketing and distribution.

= Use all intrinsic community distribution
avenues.

= Link the ITN component with successful
community credit schemes.

m  Enlist an NGO with proven social
marketing experience.

m  Aggressively pursue a CBC campaign
addressing barriers to bednet use, such as
concerns about the safety of treated nets.



m  Explore the potential of pretreated nets,
which seem to be a most promising
intervention but require further research
analysis.

Way Forward

In order to achieve maximum cooperation,
emphasis should not be placed on conducting
baseline studies to establish benchmark
indices rather than to identify intervention
options. Uganda’s experience has already
provided sufficient information to design

effective interventions. Stakeholders seem
eager to act, focusing on service delivery.
This opportunity should be fully exploited.
Approaching any project as a catalytic
process rather than a short-term, donor-driven
effort would encourage sustainability. In
practical terms, this means that the role of
districts should be designed in such a way
that they take leadership of the implemen-
tation process. This ownership should be
further enhanced with a clear and concise exit
plan for the MOH’s implementation partners.
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